Patient-perceived stress and avoidance-oriented coping strategies are mental health risk factors well documented within the infertility literature. Relatedly, these factors are associated with maladaptive eating behaviours known to influence reproductive functioning. This study aims to investigate the interconnection between perceived stress, avoidant coping style and eating pathology in infertile women, and to determine whether avoidant coping style mediates the relationship between stress and eating pathology. A multicentre cross-sectional study of 416 women (aged 20-47 years) was completed. Women were assessed on the Eating Disorder Examination Questionnaire, the Perceived Stress Scale and the Brief COPE. Correlational matrices, principal components analysis and structural equation modelling were used to develop a measurement model to test the avoidant coping style mediation hypothesis. Results showed that perceived stress had a direct effect on maladaptive eating behaviours [β = 0.21; 95% confidence interval (CI) 0.065-0.346; P = 0.005]. Furthermore, a statistically significant indirect effect between perceived stress and maladaptive eating via avoidant coping style was also observed (β = 0.14; 95% CI = 0.017-0.267; P = 0.018), indicating partial mediation. These findings highlight that both perceived stress and avoidant coping style are important psychotherapy targets to consider in infertile women presenting with eating pathology.
Introduction
In studies of human reactions to stress, stressful life events characterized by socio-evaluative elements are generally associated with greater physiological, psychosocial and behavioural sequelae (Gruenewald et al., 2004; Miller et al., 2007) . The inability to conceive children is considered to be one of the greatest sources of perceived stress in a person's life, akin to a diagnosis of a major illness (Domar et al., 1993) . The impact of perceived stress and psychological distress secondary to the experience of infertility has been widely investigated with respect to fertility treatment burden and outcomes, mood, coping style and quality of relationship (Boivin et al., 2011; Ebbesen et al., 2009; Gameiro et al., 2012; Schmidt et al., 2005; Van den Broeck et al., 2010; Verhaak et al., 2007) . Some studies report that stress is associated with increased rates of anxiety and depression, marital dissatisfaction and a greater perception of treatment burden, increasing the potential for fertility treatment dropout (Cousineau and Domar, 2007; Domar, 2004; Gameiro et al., 2012; Gana and Jakubowska, 2016; Pasch et al., 2016) . Stress can further pre-empt engagement in maladaptive health attitudes and lifestyle behaviours, including disordered eating attitudes and behaviours (Keyes et al., 2011; Klatzkin et al., 2016; Kouvonen et al., 2005) . Thus, exploration of stress and the way it is manifested, appraised and managed among women presenting for fertility treatment represent important objectives for research and intervention.
The Transactional Model of Stress and Coping (Glanz et al., 2008; Lazarus and Folkman, 1984) provides a framework to evaluate appraisal and coping with situational and chronic stressful events. Lazarus and Folkman (1984) defined coping as a response to a perceived stressor, involving cognitive and behavioural strategies aimed at reducing the psychosocial and physical burdens of an event viewed as taxing or exceeding the resources of that person. It recognizes that the stress response is influenced by the perceived significance placed upon a stressful situation, with the coping style endorsed being dependent upon whether the stressor is appraised as personally meaningful and/or whether it is viewed as something that is unchangeable (Lazarus and Folkman, 1984) .
Individuals deal with stress through a diversity of coping styles. For example, problem-focused versus emotion-focused strategies, and active versus avoidant-oriented coping are common distinctions in the coping literature (Aldao et al., 2010; Endler and Parker, 1990; Lazarus and Folkman, 1984) . Generally, problem-focused coping efforts are seen as adaptive. In contrast, avoidance-oriented coping strategies are deemed maladaptive and are strongly related to psychopathology and poorer behavioural health outcomes (Aldao et al., 2010) . Psychosocial studies in the area of fertility coincide with the broader literature. For example, avoidant-oriented coping strategies are shown to be associated with poorer adjustment both during and after in-vitro fertilization (IVF) treatment (Benyamini et al., 2008; Gourounti et al., 2012; Lancastle and Boivin, 2005; Terry and Hynes, 1998; Van den Broeck et al., 2010) .
How an individual perceives and copes with a major life stressor such as infertility may have direct bearings upon the manifestation of negative health behaviours known to compromise reproduction (e.g. alcohol and drug consumption, smoking, poor sleep and weight status) (Gormack et al., 2015; Homan et al., 2007; Rooney and Domar, 2014) . In the context of preconception care, particularly for women with forms of an ovulatory disorder, healthy reproductive function is related to a woman's optimal body weight range and weight stability (Loucks, 2007; Mircea et al., 2007; Schneider, 2004) . In times of stress, weight status can fluctuate, being directionally influenced by symptoms of eating pathology such as binge eating or dietary restraint (Ball and Lee, 2000; Kupeli et al., 2017; Razzoli et al., 2017) . Therefore, it is important to investigate factors that either exacerbate or ameliorate eating pathology.
The antecedents to eating pathology are multifactorial (Striegel-Moore and Bulik, 2007) . Some studies propose that higher levels of perceived stress and daily life hassles are associated with greater eating pathology (Ball and Lee, 2000; Crowther et al., 2001; Greeno and Wing, 1994; Klatzkin et al., 2016) . Other studies emphasize the role of coping style, and particularly avoidance-oriented coping, in disordered eating attitudes and behaviours (Davies et al., 2011; Freeman and Gil, 2004; MacNeil et al., 2012; Sulkowski et al., 2011 Troop et al., 1994 . Consequently, when faced with a life stressor such as fertility-related stress, women may have a greater propensity to engage in maladaptive eating behaviours such as binge eating, or alternatively employ unhealthy weight control practices such as skipping meals, fasting and purging, or use of laxatives and diuretics (Fairburn and Beglin, 2008; Freeman and Gil, 2004; Klatzkin et al., 2016) , especially when coupled with poor coping styles. Endorsement of such maladaptive eating behaviours may be expected to influence energy availability and body mass index (Mircea et al., 2007) , having implications for reproductive outcomes. These include increased time to pregnancy (Gesink Law et al., 2007; Norman et al., 2008) , increased incidence of cancelled treatment cycles, and reduced fertility treatment success rates (ESHRE Capri Workshop Group, 2006; Landres et al., 2010; Norman et al., 2008) . Moreover, the emotional and physical burdens of ovarian stimulation as part of the fertility treatment protocol can lead to weight gain (Toftager et al., 2018) , with fear of weight gain, in turn, being a potential trigger to eating pathology in women who are susceptible to body image dissatisfaction and eating disorders (American Psychiatric Association, 2013; Pearson et al., 2010) .
In light of the above, the over-arching aim of this study was to investigate a model of perceived stress, avoidant coping style and eating pathology amongst infertile women attending an IVF clinic. Drawing from the extant literature, it was first hypothesized that the level of perceived stress would be positively associated with avoidant coping style and severity of eating pathology (disordered eating attitudes and behaviours). Second, consistent with reports that avoidant-oriented coping strategies are positively associated with eating pathology, it was hypothesized that avoidant coping style would be positively associated with eating pathology, and that avoidant coping style would mediate, either partially or fully, the relationship between stress and eating pathology symptoms. Third, should partial mediation be observed, this study aimed to determine whether the direct effect or the indirect effect (via avoidant coping) between perceived stress and maladaptive eating had a larger influence on the maladaptive eating scores. From a clinical perspective, research exploring the relationship between stress and coping style is important and may help orientate treatment goals for fertility patients experiencing stress-related eating pathology.
Materials and methods

Participants
Participants were 416 partnered women recruited from three fertility clinics located in Perth, Western Australia. Patients undergoing donor conception, undertaking oncology treatment or referred for genetic testing were excluded from participation. All participants spoke English, were aged between 20 and 47 years, and had commenced a treatment cycle.
Measures
The Demographics Questionnaire is an investigator-developed sociodemographic protocol gauging background information (e.g. age, educational level, occupation, employment status, marital status, living arrangements, etc.), anthropometric measures (e.g. height, weight), treatment-related information (e.g. cause of infertility, type of fertility treatment) and physical health status.
The Eating Disorder Examination Questionnaire (EDE-Q; Fairburn and Beglin, 2008 ) is a self-report version of the Eating Disorder Examination Interview. It is used to assess core attitudinal and behavioural components of eating psychopathology over the last 28 days. The EDE-Q produces four subscales (restraint, eating concern, weight concern and shape concern) and an overall global score. Scores range from 0 to 6, with a higher score on either the subscales or global score indicating a greater severity of eating disorder pathology. The EDE-Q also assesses frequencies of maladaptive eating behaviour items (e.g. binge eating and bulimic weight control compensatory behaviours). These maladaptive compensatory eating behaviour items are assessed in terms of the number of episodes and/or days that these behaviours have occurred over a 4-week time frame. In this study, a disordered eating behaviour composite was generated from these items: the presence of restrained eating for greater than an 8-h period (Item 2), binge eating days with sense of loss of control (Item 15), purging behaviour (Item 16), laxative use (Item 17) and engagement in obligatory excessive exercise (Item 18). These five behavioural items were dichotomized for any occurrence (i.e. ≥ 1 episode versus 0 episodes over the past 28 days) and summed to form the disordered eating behaviour composite, with a higher score representing greater use of diverse disordered eating behaviours (range 0-5).
The Perceived Stress Scale (PSS; Cohen et al., 1983 ) is a 14-item scale that measures the degree to which an individual assesses the situations in their life as being stressful. The scale focuses on three aspects of stressuncontrollability, unpredictability and overloadand is sensitive to various sources of chronic stress. Ratings are given using a five-point Likert scale (0 = never, 4 = very often). A higher score indicates a higher level of perceived stress. The PSS has good construct validity due to its close correlation with measures of depression and inventories of life events (Cohen et al., 1983) . In this study, the PSS was used to gauge a participant's perceived level of stress over the last 28 days.
The Brief COPE (Carver, 1997 ) is a 28-item self-report scale that is used to gauge the coping reactions to stress used by participants. The Brief COPE consists of 14 subscales comprising of two items each, rated on a four-point Likert scale ranging from 1 to 4. Each subscale measures a conceptually different aspect of coping (active coping, planning, positive reframing, acceptance, humour, religion, emotional support, instrumental support, self-distraction, denial, venting, substance use, behavioural disengagement and self-blame). Participants were asked to respond according to their habitual response style to stressful situations. A higher score on any subscale indicates a higher frequency of use for that particular coping mechanism.
Procedure
Between June 2011 and May 2012, partnered women attending three fertility centres in Western Australia were invited to participate in this research project. Following an introduction by a fertility nurse co-ordinator, patients waiting to have fertility-related blood tests were approached by the chief investigator regarding inclusion in a questionnaire-based study. Participants were given a research pack inclusive of a participant information form, study questionnaires, a debriefing sheet and a pre-paid envelope for anonymous questionnaire submission. Participants were instructed to complete the questionnaire within a 2-week time frame and were also advised that study participation was entirely voluntary. Returning the anonymously completed survey served as informed consent to proceed. Approval for completion of this study and the research protocol was granted by the Human Research Ethics Committee of The University of Western Australia (Reference RA/4/1/4642), Joondalup Health Campus (Reference JHC1111) and Hollywood Private Hospital (Reference HPH334), covering each of the respective data collection sites.
Data management
From 1000 test protocols issued, 445 participant protocols were returned; 16 were subsequently excluded as the participant indicated that she was pregnant. All psychological scales and subscales were examined for excessive missing test responses and values exceeding test norms. This resulted in an additional 13 response protocols being deleted, yielding a final sample size for analysis of 416 participants. For remaining participants, if less than 5% of data points were missing, omitted values on these variables were replaced with the test mean for the specific factor on which that item loaded (Tabachnick and Fidell, 2001) .
Data analytic approach
Percentages were computed for all demographic data. To determine the indicators of avoidant coping style for use in the structural equation model, principal component analysis using promax rotation was initially performed on the subscales of the Brief COPE with four factors converging (Kaiser-Meyer-Olkin Index = 0.71). Only the six subscales loading on the avoidant coping style factor (i.e. denial, disengagement, venting, self-blame, substance use and selfdistraction) were parcelled as indicators for use in the structural equation model. An avoidant cope composite was derived from the summed scores on these six subscales that served the basis of the bivariate analyses. Eating pathology indicators were represented by the four subscales of the EDE-Q and the disordered eating behaviours composite. Fig. 1 shows a schematic model of the variables that were investigated. Two latent variables were represented in the structural equation model: (i) avoidant coping style and (ii) eating pathology. The full fit of the mediation model was estimated using maximum likelihood estimation. Adequacy of the model fit was evaluated based on several close-fit indices: the comparative fit index (CFI), the Tucker-Lewis Index (TLI), the Incremental Fit Index (IFI), the root mean squared error of approximation (RMSEA) and the standardized root mean squared residual (SRMSR). The following guidelines were used: CFI, TLI and IFI N 0.95 and RMSEA and SRMR b 0.08 as indicative of a well-fitting model (Hair et al., 2010; Hu and Bentler, 1999; Marsh et al., 2004) .
In this study, the mediation model intended to evaluate the direct and indirect effects of perceived stress on eating pathology via the intermediary variable of avoidant coping style. All standardized point estimates associated with the model were tested for statistical significance via 2000 bootstrapped re-samples. According to Preacher and Hayes (2004) , mediation (whether partial or complete) is observed when a statistically significant indirect effect is estimated from a bootstrapped solution, i.e. when the 95% confidence intervals (CI) associated with the point estimate do not intersect with zero. Complete mediation was considered to be observed in the event that the direct effect between perceived stress and maladaptive eating was no longer found to be statistically significant. Partial mediation was considered to be observed in the event that the direct effect of perceived stress on maladaptive eating remained statistically significant in the presence of avoidant coping.
The numerical difference between the direct and indirect standardized beta weights was tested for statistical significance via 2000 bootstrapped re-samples through the Amos user-estimand utility. SPSS for Windows, Version 24 (SPSS, Chicago, IL, USA) and AMOS, Version 24 (Arbuckle, 2016) were used for all statistical analyses. In all cases, a twotailed P-value of b 0.05 was considered to indicate statistical significance. Fig. 1 Schematic representation of proposed model relationships between perceived stress, mediator avoidant coping style and eating pathology (disordered eating attitudes and behaviours). Perceived stress is an observed measured variable, and avoidant coping style and eating pathology are unobserved latent variables comprised of measurement indicators and associated error terms (e1-e13). The observed variables in the model are outcome scores from the Perceived Stress Scale (PSS), the Brief COPE and the Eating Disorder Examination Questionnaire (EDE-Q).
Results
Sample characteristics
On average, the study participants were 34.4years of age [standard deviation (SD =4.8years] and had been trying to conceive for approximately 31months (SD =24.8months). Participant body mass index (BMI) derived from self-reported height and weight ranged from 16.33 to 45.25kg/m 2 , with the mean BMI being 24.78kg/m 2 (SD =5.12kg/m 2 ). Whilst BMI was correlated positively with all eating pathology measures (all Pb 0.001), BMI was not correlated with the independent variable perceived stress (r =0.07; P= 0.176) or mediator avoidant coping style (r =0.03; P= 0.536). Approximately 64% of patients were actively undergoing IVF or intracytoplasmic sperm injection fertility treatment, with the remainder being monitored for cycle tracking and/or ovulation induction treatments. Thirty-nine percent of participants were undergoing their first fertility treatment cycle, 56% were undergoing a repeat treatment cycle and 5% did not respond. Perceived level of stress (PSS) did not vary between those completing their first and repeat treatment cycles [t (392) =− 0.357; P = 0.722]. Eighty-six percent of the sample consisted of participants who self-identified as Caucasian, 53% reported working full-time in paid employment and 61% reported attaining tertiary education.
Preliminary bivariate analyses
Descriptive statistics and bivariate correlation analyses associated with the the Perceived Stress Scale, the Eating Disorder Examination Questionnaire and the Brief COPE are presented in Table 1 . As can be seen in Table 1 , the correlations between the indicators included in the structural equation model were all statistically significant and in the expected direction. For example, higher levels of perceived stress were associated with greater levels of eating pathology on all four EDE-Q subscales and the disordered eating behaviour composite (r = 0.11-0.36; all P b 0.05). A higher level of perceived stress was likewise positively correlated with higher use of avoidant coping strategies (r = 0.55; P b 0.001). Similarly, avoidant coping style was positively correlated with all measures of the EDE-Q subscales and the disordered eating behaviour composite (r=0.16-0.27; all P b 0.001).
Mediating the effects of avoidant coping style on eating pathology
As can be seen in Fig. 2a , the standardized total effect of perceived stress on eating pathology was estimated at β = 0.36 (P b 0.001). As can be seen in Fig. 2(b) , all direct effects were statistically significant (P b 0.05). The direct effect of perceived stress on eating pathology was estimated at β = 0.21 (95% CI 0.065-0.346; P = 0.005). Furthermore, the indirect effect of perceived stress on eating pathology via the mediator avoidant coping was estimated at β = 0.14 (95% CI 0.017-0.267; P = 0.018). As the strength of the relationship between perceived stress and eating pathology was reduced but remained significant when avoidant coping was incorporated into the model, the pattern of results was consistent with partial mediation. The close-fit indices suggested an adequately fitting model: χ 2 (52) = 147.84; P b 0.001; CFI = 0.950; TLI = 0.937; IFI = 0.951; RMSEA = 0.067; SRMR = 0.048. The model R 2 was estimated at 0.150, thus 15% of the variance in maladaptive eating was accounted for by perceived stress and avoidant coping style. To determine which pathway, direct or indirect via the mediator, provided a better explanation for the variance in eating pathology, the numerical difference between the standardized direct and indirect effects was tested for statistical significance. No statistical significance was observed between the pathways (Δ β = − 0.065; 95% CI -0.318-0.189; P = 0.593).
Discussion
Psychological stress is an established risk factor for negative lifestyle aspects, including disordered eating behaviours (Ball and Lee, 2000) . The objectives of this study were to examine the direct and indirect effects of perceived stress on eating pathology via the intermediary variable of avoidant coping style. With respect to perceived stress, the results of this study parallel the findings of previous research in community samples, supporting the perspective that higher levels of perceived stress are directly associated with higher levels of eating pathology symptoms (Ball and Note: n = 416. PSS, Perceived Stress Scale; REST, Eating Disorder Examination Questionnaire (EDE-Q) restraint subscale; EC, EDE-Q eating concern subscale; SC, EDE-Q shape concern subscale; WC, EDE-Q weight concern subscale; DEB, disordered eating behaviours; COPE, composite of six avoidant cope indicators. a Correlation is significant at the 0.05 level (two-tailed). b Correlation is significant at the 0.001 level (two-tailed).
Lee, 2000; Kupeli et al., 2017) . However, to the authors' knowledge, the positive association between perceived stress and eating pathology reported in this study is unique in its context of women actively undergoing fertility treatment. That is, whilst previous studies in reproductive medicine have reported a higher incidence of disordered eating attitudes and behaviours amongst patients with forms of ovulatory disorders frequenting fertility clinics (Abraham et al., 1990; Coker et al., 2016; Cousins et al., 2015; Freizinger et al., 2010; Stewart et al., 1990) , these studies do not specifically investigate the interconnection between measures of stress and eating pathology. Consequently, in light of the present findings, it is clinically important to assess and monitor perceived stress and eating pathology in these diagnostic groups during preconception counselling, with a view to referral for psychosocial care, particularly cognitive behavioural therapy programmes applicable to both symptoms of infertility-related stress and eating pathology (Fairburn and Beglin, 2008; Gameiro et al., 2015; Rooney and Domar, 2014) . Assessing and screening patients for eating pathology is important as studies emphasize the benefit of early intervention in terms of prognostic outcomes, including a reduction in the severity of symptoms and duration of the eating disorder (Rodino et al., 2017; Rowe, 2017) . Moreover, psychological interventions in patients undergoing fertility treatment have shown a positive effect on patient psychological well-being, fertility treatment retention rates and subsequent pregnancy rates, highlighting the beneficial effects of addressing patient vulnerabilities with adjunct psychological care (Domar, 2004; Domar et al., 2011; Frederiksen et al., 2015; Kraaij et al., 2010) . This study further investigated whether avoidant coping strategies mediated the relationship between perceived stress and eating pathology. Consistent with the hypothesis, avoidant coping style was shown to partially mediate the relationship between stress and eating pathology. This result suggests that avoidant coping style plays a role in eating pathology symptoms, beyond that explained purely by the direct effect of perceived stress on maladaptive eating. This mediational relationship between perceived stress, avoidant coping and eating pathology can be interpreted as consistent with an "escape theory" of eating pathology. According to this theory, perceived stress and subsequent distress arising from external life stressors may be managed through a reduced level of self-awareness and engagement in avoidance-oriented behaviours (Heatherton and Baumeister, 1991) . Whilst in the short term, these avoidance strategies may be adaptive by providing emotional distance to the problem, longitudinally, they are less instrumental in resolving the distress and can impact upon psychological well-being (Holahan et al., 2005) . Accordingly, clinical interventions that focus on guiding patients with alternative forms of adaptive coping skills, such as problem-focused strategies, acceptance and distress tolerance techniques, may be of greater benefit for patient well-being. This suggestion is supported empirically by others who have found that engagement in positive appraisal or cognitiveoriented coping therapies aimed at direct problem management and emotional regulation are associated with improved Fig. 2 (a) Base model establishing the standardized total effect between perceived stress and eating pathology (n = 416). (b) Demonstrating path relationships between perceived stress and eating pathology once avoidant coping style has been included as an intermediary variable. Avoidant coping style and eating pathology are latent variables. Perceived stress is an observed variable. Standardized coefficients of relevant paths are shown. The value in the parentheses is the standardized coefficient for the stress to eating pathology path following the inclusion of avoidant coping style in the model (i.e. indirect effect). patient emotional responses in fertility, including perceived burden of fertility treatment (Gameiro et al., 2015; Kraaij et al., 2010; Lancastle and Boivin, 2005; Ockhuijsen et al., 2014; Rooney and Domar, 2014; Terry and Hynes, 1998) .
Understanding the differential paths of perceived stress on eating pathology is important in terms of staging targets for clinical intervention. This study found that neither the direct effects of perceived stress on eating pathology nor the indirect effect via the intermediary variable of avoidant coping style provided a superior explanation of eating pathology symptoms. Therefore, this study highlights that both perceived stress levels and avoidant coping style should be considered important targets in psychotherapeutic interventions for infertile women presenting with forms of eating pathology.
Admittedly, the relationship between stress and eating pathology is complex. In this study, only 15% of the variance in eating pathology was explained by perceived stress and avoidant coping style. Thus, it is clear that there are other unmeasured factors in our mediation model which may better account for the presence of eating pathology. For instance, it has been recognized that concomitant biological changes can occur in the body when an individual is under stress. Specifically, individual differences in levels of neuroendocrine hormones such as cortisol, insulin and ghrelin may influence appetite regulation, alterations to eating behaviours (e.g. binging) and food choice (Culbert et al., 2016; Hilterschield and Laessle, 2015; Newman et al., 2007; Roberts et al., 2014) . Similarly, researchers have further speculated that the level of social support available can assist a woman in her capacity to cope adaptively by influencing the stress appraisal process or the emotional and behavioural responses to a stressful event (Aime et al., 2006; Cohen and Wills, 1985; Schwarzer and Knoll, 2007) . Future investigations should explore the direct and stress-buffering effects of partner support on eating pathology and other negative lifestyle behaviours relevant to fertility (Kwan and Gordon, 2016; Limbert, 2010) .
Limitations and strengths
Whilst this research provides a number of important insights, it is not without limitations. In this study, women had been attempting to conceive for an average of 31 months. One-off measures involved in a cross-sectional design may not fully capture the likely complex relationship of how stress and avoidant coping style act to influence eating pathology longitudinally. Therefore, future research examining coping style and eating pathology across the course of a patient's treatment journey using latent growth curve modelling would be valuable in understanding the causal and temporal aspects of these variables. Second, this study relied upon participants completing sensitive self-report measures with a potential for social desirability response bias. The anonymous completion of the study questionnaire may have served to reduce this bias. Third, whilst the response rate of 44.5% is acknowledged as a further limitation of this study, the sample size requirements for the purposes of structural equation modelling were readily met (Kline, 2011; Preacher and Hayes, 2004) .
Limitations notwithstanding, the strengths of the present study include the use of a large, representative cohort drawn from multiple assisted reproductive technology clinics, thereby reducing potential sampling bias. Second, some studies investigating the relationship between stress and eating pathologysuch as those carried out in a laboratorycan lack ecological validity, failing to mimic real-life stress and coping experiences (Greeno and Wing, 1994) . However, the sampling of patients who were receiving fertility treatment has permitted an investigation of authentic life experiences, with the findings not reliant on an artificial experimental design. Third, the large sample size allowed for use of structural equation modelling providing a methodological advantage over other eating pathology and stress-related fertility studies that use univariate or path analysis statistical designs. Structural equation modelling is the only data analytic strategy that allows simultaneous analysis of multiple relationships between variables measured without error, as the error has been estimated and removed (Tabachnick and Fidell, 2001) . Moreover, from a theoretical perspective, it uses a confirmatory approach to data analysis by specifying the relationship among study variables a priori. These empirical findings provide a methodological framework for the investigation of other stress-specific maladaptive health behaviours detrimental to fertility.
Conclusions
Disordered eating attitudes and behaviours have clinical consequences for women undergoing fertility treatment. Stress and coping style have been identified as important variables impacting upon the well-being of fertility patients. The results of this study are in accordance with the existing literature in that a relationship was found between perceived stress and eating pathology, via the intermediary factor avoidant coping style. The results from this study further support the importance of both perceived stress and avoidant coping style as relevant variables to consider in preconception counselling of eating pathology symptoms in infertile patients, with recommendations for referral for adjunct psychological interventions relevant to stress management and coping. Finally, perceived stress and its health outcome response are best viewed as a process of complex intervening factors. As such, this study highlights the advantages of using structural equation modelling, with its advanced statistical capabilities, over traditional univariate analysis, and recommends continued exploration of other fertility-compromising negative health behaviours or lifestyle behaviours within this framework.
